Background: In the context of interprofessional practice, a patient-centred approach
| BACKG ROU N D
Over the past twenty plus years, many initiatives have emerged that focus on the necessity of working in interprofessional teams. Specifically, recommendations have been made on interprofessional patient-centred practice, with reference to power-sharing, shared decision making and giving patients an active role in the health-care team. [1] [2] [3] [4] [5] While the latter aspects are essential to "patient-centred" practice, 6 ,7 they do not represent the totality of this practice. A "patient-centred" approach must also address the relationship between the patient and health-care professionals, as well as recognizing the uniqueness of the individual. [6] [7] [8] [9] [10] [11] More recently, a Canadian report defines that this approach enables patients diagnosed with cancer to be more engaged in their care, helps to define more appreciate health-care services and improves patients experience. 12 To our knowledge, only one study has documented an interprofessional practice that is patient-centred based on the shared perspectives of cancer patients, their families and health-care professionals in oncology. 13 What emerges is that the desired practice should consist of the patient's engagement (at her own pace), not imposing professional values, and consistent collaboration among all members of the team, including the patient. However, it has been well documented that the context of interprofessional practice can compromise patient-centred care. 14, 15 Looking at the evidence reminds us of the importance of considering a patient-centred approach in interprofessional practice, and also of being able to recognize such an approach in clinical practice.
To fully grasp the concept of interprofessional patient-centred practice, it is useful to identify promising theoretical frameworks that could be used in studies on the topic. Usually, theoretical frameworks are used to explain study objectives by presuming correlations among key factors, variables, or theoretical constructs. 16 They can also guide the ways in which data are collected, described and interpreted, 17 presenting a cartography of the topic to be studied. The interprofessional patient-centred (IPPC) Practice Framework illustrates this type of practice and seems useful to an oncology context 18 because it proposes a promising point of view. Indeed, this framework proposes to explain the IPPC practice, a patient-centred process that includes working with patients' needs, being involved, having an empathetic presence, sharing decision making and offering holistic care. This process seems useful, but we do not know whether it is appropriate for explaining the IPPC practice properly in oncology settings.
This article aimed to understand how interprofessional patient-centred practice (IPPC) in oncology teams contributes to creating a more positive experience for patients. First, we try to explain the IPPC practice of three oncology teams using the IPPC Practice Framework. Second, we determine the usefulness of this emergent framework to explain the IPPC practice in real context. Third, through a back-and-forth process, new proposals will be offered to expand our understanding of this practice.
A further note: In the manuscript, we use the appellation "patientcentred" because it is worldwide used in textbook, scientific literature and indexed keywords. We acknowledge that "patient-centred" appellation can seem restrictive to understand how an interprofessional team can provide personalized care. Some authors and organizations prefer to use the appellation "person-centred" to recognize the human being behind the term "patient". 
| ME THOD
The IPPC Practice Framework was used as a guide for the secondary analysis of data from a study by Tremblay et al 29 We decided to perform a secondary analysis given preliminary results that highlighted the association between patient-centred care and interprofessional teamwork. Secondary analysis involves conducting a new study using data from previous studies (Heaton, 2008) . The data are used to answer different questions from the primary study.
This method is useful when it is possible to have access to raw data from the primary study, when data from the primary study are compatible with the new research question, and when coded documents from the primary study are still available (Heaton, 2008).
| Description of the primary study
The data come from a multicase study that involved a realistic evaluation 30 of conditions for the production of interdisciplinary teamwork outcomes in oncology teams. 29 Based on the effects of different levels of interdisciplinarity (high vs low), the primary study was designed to explain the mechanisms involved in producing interdisciplinary teamwork outcomes in a given context. One of the effects in the study was patient-centred care. 31 The cases (n = 7) represented oncology teams 
| Sources for the secondary analysis
Data from the secondary analysis provided by three teams (cases) chosen for their differences in mission, academic affiliation, level of interdisciplinary and size, as well as their diversity and geographic locations, were used ( Table 2 ). This choice makes it possible to represent the diversity of clinical practice in an oncology setting, with a total of six homogeneous focus groups of professionals (n = 22) and patients diagnosed with cancer (n = 16). In focus groups, members of the interprofessional teams were invited to discuss their perception of the effects of an interdisciplinary work on the care experience.
For the focus group of patients diagnosed with cancer, a vignette describing the story of a patient using oncology health-care services was used. Participants were invited to give their explanations of the effects of care, notably patient-centred care provided by an oncology team. The focus group discussions were recorded and then transcribed verbatim.
| Analysis
A content analysis was performed on the data, consisting of an iterative process that included the following activities: condensation, presentation of data, and elaboration and verification of conclusions. 16 An initial coding grid was created based on the five com- • Care environment places the emphasis on the context in which care is provided and features: a care system that facilitates shared decision making, a good relationship among team members, support for the organizational system and power-sharing between various professionals and the patient b .
• Patient-centred processes places the emphasis on care provided in the course of various activities of the team, including working with needs and wants of the patient, be engaged in patient care, having an empathetic presence with the patient b , sharing decision making with the patient and offering holistic care to the patient.
• Outcomes is the central component, meaning the anticipated results of effective patient-centred processes based on the following themes: satisfaction with care, participation in care, a feeling of well-being and creating a therapeutic environment. data. 33 Credibility (internal validity) was ensured by listening to all the focus groups and consulting the field notes from the primary study. 33 The preliminary results were validated with members of the initial research team to make sure that the results made sense in the initial context of the study. For transferability (external validity), a detailed description of the diverse contexts of the teams was put together so that others (patients, researchers, professionals) would be able to identify similarities with their contexts and assess the advance conclusions.
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| RE SULTS
The interprofessional practice of the three teams was described according to the theoretical framework, in terms of interprofessional meeting space, prerequisites, care environment, patient-centred processes and outcomes. Examples were presented to illustrate various aspects of the components of the IPPC Practice Framework as described by patients and oncology professionals (Table 3) .
| Interprofessional meeting space
For the three teams, the moment of contact typically involved opportunistic interactions among the professionals when they met in the hallway or on the ward. The goal of these interactions was to exchange and agree upon interventions with patients in complex or urgent situations. Although interprofessional meetings were held, the professionals of all teams saw no added value in participating, since the exchanges on patients' situations were quick and brief.
Professionals on team #2 stated that although it was a good idea to hold the meeting, it was too bad that meetings were not held regularly. All the teams said that interprofessional planned interventions were difficult to organize due to the time it could take to reach professionals, the absence of doctors and their lack of participation, and the lack of coordination between individual interventions by team members. The professionals on team #3 were the only ones who mentioned that projects with team members in the last few years had made it possible to consolidate teamwork and adjust the services offered to patients. 
| Prerequisites
| Care environment
Looking at the elements in this component, power-sharing between professionals and patients was limited for professionals on the team.
There was a medical hierarchy, and the situation limited powersharing between professionals, as well as each professional's optimal exercise in their respective fields of practice. Shared decision making remained quite difficult to achieve due to the presence of this hierarchy. For example, professionals mentioned that patients preferred decisions to be made by the doctor. Despite the difficulties reported by the professionals, none of the patients on the three teams had noticed these aspects. They said they would rather feel welcomed by their respective teams. As for the supportive organizational system, the professionals on team #1 reported that they felt pressured when it came to team performance. They were asked to list their activities.
They felt that the requested data were not helpful in presenting a useful picture of interprofessional work. The situation was different for team #3, with patients commenting that the organization offered support for the team.
| Patient-centred processes
For all three teams, working with patients' beliefs and values was described by participants as respecting patients' wishes and their individual pace, as well as recognizing their uniqueness. However, the patients and professionals on team #1 reported that evaluation tended to focus more on physical symptoms rather than performing a broader assessment. Shared decision making differed from team to team. Patients on team #1 noted that it was at the time of their cancer diagnosis that they felt they had a choice to make, which they appreciated. The professionals on team #2 made efforts to encourage decision making, but the patients were still surprised at having a choice to make. The professionals on team #3 noted that some colleagues had difficulty sharing decision making with the patient.
| Outcomes
The outcomes show that satisfaction with care differed from team to team. The professionals on teams #1 and #2 said that patients were satisfied with services and they felt secure. However, the patients reported some dissatisfaction with the information they were offered, gaining access to professionals on the team and 
| D ISCUSS I ON
The results of this secondary analysis show how the IPPC Practice Framework contributes to understanding the connections between teamwork and patient-centred care in oncology. First of all, by using the theoretical framework, we can see small differences in interprofessional practice among the three teams. However, it was difficult to describe the connections between the context, processes and outcomes to gauge the full complexity of the phenomenon we were studying. We had a hard time with trying to describe the overall patient-centred processes in explicit terms. Subsequent sections will Although a description of the context for the teams in the study was put together, it was sometimes difficult to see which results
were describing interprofessional meeting space and which were de- given that the data in the primary study stressed the importance of patient-centred care. 40 An initial explanation could perhaps be that the teams were unable to complete a patient-centred process.
The IPPC Practice Framework explains that this process is inter- Looking at the literature, we are reminded that patient-centred practice includes an interpersonal process and a relationship that changes as the professional and patient come to share a sense of mutual confidence. 7 Teamwork is described as a process that includes a planning phase and an action phase, interacting cyclically. 42 The planning phase typically includes planning and evalu- services. An interprofessional patient-centred practice is thus conducive to a more positive experience for professionals and patients alike.
F I G U R E 1 An alternative perspective of interprofessional patient-centred practice in an oncology setting 
| Strengths and limitations
| CON CLUS ION
The utilization of the IPPC Practice Framework enhanced our understanding of interprofessional patient-centred practice from the practical and theoretical viewpoints. The theoretical framework enabled us to differentiate between the interprofessional practice of the three teams and structure the data that had been collected to develop processes and situate them in their context.
However, it proved to be difficult to describe interactions among the various theoretical constructs to reveal the phenomenon.
The analysis revealed that the representation of patient-centred processes, the key component of the theoretical framework, was making it difficult to reflect the real practice of the teams. And so the question remains: "How does a team come to be patientcentred?" or rather "How does a team come to be personcentred?" One interesting avenue that could provide an answer to that question would be to consider person-professional and person-team relationships as being complementary, interrelated, and evolving, with multiple combinations being both possible and desirable, depending on the context. With that premise, we suggest an alternative perspective of IPPC practice to stimulate discussion about this subject. We believe that this representation fills a gap in the understanding of IPPC practice.
Further studies will be needed to explore whether the proposed perspective is suitable for describing IPPC practice in a real-life context. Moreover, IPPC practice needs to be deepened regarding key elements of patient-centred care in oncology context as proposed by Cancer Care Ontario 12 as well as the emergent approach of "patient as a partner". 43, 44 The professional skills inherent in such a practice should also be examined and integrated into the new model. The results of this study remind us that the study of the complex phenomena that are so closely tied to their context, such as interprofessional practice, requires us to use theoretical frameworks with caution. An empirical validation will need to be carried out to study the usefulness of the theoretical frameworks that have been created in order to refine our understanding of how a team can be now person-centred.
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